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Introduction

This Plan Document contains the official rules and regulations of the State and School
Employees’ Health Insurance Plan (Plan). This Plan Document replaces and supersedes all
previously issued Plan Documents, Summary Plan Descriptions, and Master Plan Documents.
When there are changes in benefits, a notice explaining the details of the changes will be issued.
Notices of changes to the health Plan and life insurance coverage may be included in the Plan’s
Know Your Benefits newsletter.

Please take a moment to read through this booklet to become familiar with the information it
contains. Keep this Plan Document as a reference guide for questions on life and health benefits.

The Plan offers two coverage choices for active employees, COBRA participants, and non-
Medicare eligible retirees: Base Coverage and Select Coverage. Each coverage type is
independent of the other. Lifetime maximums will be cross-applied between all coverage types.
Throughout this Plan Document, the term Plan refers to Base Coverage and Select Coverage
unless otherwise noted.

The Plan includes a separate coverage level for Medicare eligible retirees, Medicare eligible
surviving spouses, and Medicare eligible dependents of retirees and surviving spouses.

If you are, or will become in the next 12 months, a Medicare eligible
retiree, Medicare eligible surviving spouse, or a Medicare eligible
dependent of a retiree or surviving spouse, the availability of
prescription drug coverage under Medicare will impact your
prescription drug coverage. Please refer to the Retiree Eligibility and
Medical Coverage Section for more details.

No verbal statements of any person will modify or otherwise affect the benefits or limitations and
exclusions of the Plan. Nor shall any such statements convey or void any coverage, or increase or
reduce any benefits under the Plan.

This Plan Document does not create, nor is it intended to provide an employment contract between
the State of Mississippi and any employee.

As provided by Mississippi state law, the State and School Employees Health Insurance
Management Board (Board) has complete authority to control, operate, and manage the Plan. The
Department of Finance and Administration, Office of Insurance is authorized by law to provide
day-to-day management of the Plan. The Board has provided full discretion to the Office of
Insurance to determine eligibility status, interpret Plan benefits and rules, and determine whether a
claim should be paid or denied according to the provisions of the Plan set forth in this Plan



Document. The Board reserves the right to amend, reduce, or eliminate any part of the Plan at any
time.

The State and School Employees’ Health Insurance Plan is a self-insured plan. This means that
the State is responsible for paying claims and other expenses associated with providing health care
coverage. No vendor contracted by the Board insures or guarantees these self-insured benefits.

Note: Whenever a personal pronoun in the masculine gender is used, it will be deemed to include the feminine unless
the context clearly indicates the contrary.



How the Plan Works

Medical Plan Choices

The Plan provides two types of coverage from which active employees, COBRA participants, non-
Medicare eligible retirees, and non-Medicare eligible surviving spouses can choose: Base
Coverage and Select Coverage. These coverage types are explained in this section.

The Plan includes a separate coverage level for Medicare eligible retirees, Medicare eligible
surviving spouses, and Medicare eligible dependents of retirees and surviving spouses. Refer to
the Retiree Eligibility and Medical Coverage section for more information.

The Provider Network

The AHS State Network (Network) is a network of physicians, hospitals, and other health care
providers. The Network Administrator is responsible for recruiting, credentialing, and
communicating with providers. Providers participating in the Network agree to accept the
allowable charge fees set by the Network and agree to file claims for Plan participants.

Participants may choose any covered participating or non-participating provider, primary care or
specialist; however, using providers that participate in the Network provides participants the
maximum benefits available through the Plan. Participants choosing to use providers that do not
participate in the Network are responsible for paying any fees charged over the allowable charge,
in addition to paying a higher annual deductible (for those participants under Select Coverage) and
higher coinsurance amounts for covered services.

To find a participating provider, participants can access the Network directory through the Plan’s
web site at http://knowyourbenefits.dfa.state.ms.us or may call the Network at the telephone
number listed in this Plan Document. Provider participation in the Network may change from
time to time. It is important for participants to verify provider participation prior to receiving
services.

Out-of-Area Participants

An out-of-area participant is a participant whose principal/primary residence is located outside the
State of Mississippi. The enrollee’s address on file with Blue Cross & Blue Shield will determine
whether the enrollee and their covered dependents are out-of-area participants. Any covered
dependent of an enrollee whose principal/primary residence is located outside the geographic
boundaries of the State of Mississippi is an out-of-area participant. The Plan reserves the right to
require proof of residence for any participant. For information on coverage levels for out-of-area
participants, refer to the Summary of Base Coverage or the Summary of Select Coverage.



Out-of-Area Student Dependents

Dependents who are full-time students between the ages of 19 and 25 are not out-of-area
participants. Covered medical expenses for full-time students are paid at the higher in-network
level, even though the student is in school away from home.

Emergency Care

Emergency care received from a non-participating provider may, under certain circumstances, be
paid at the in-network benefit level. However, the participant is still responsible for amounts
charged by the non-participating provider that exceed the allowable charge.

If a claim for emergency care is processed at the out-of-network benefit level, the participant may
appeal the percentage paid on the claim for emergency services by making a written appeal to
Blue Cross & Blue Shield. Only emergency services payable at the 60% coverage level may be
appealed for the in-network coverage level.

Out-of-Network Review Services

If a Plan participant needs specialty services that are not available from participating providers, he
should call CareAllies/Intracorp and request a review of the availability of the needed services.
This is called an “out-of-network review” and must be requested prior to receiving medical
services. If CareAllies/Intracorp certifies that the service is not available in the Network, that
service is covered at the in-network benefit level, even if provided by a non-participating provider.
Services approved through an out-of-network review are subject to the in-network calendar year
deductible and coinsurance. Although approval to use a non-participating provider may be
granted, the participant is responsible for amounts charged by the provider that exceed the Plan’s
allowable charge.

Out-of-network review requests will not be approved for follow-up testing after active treatment is
complete.

Out-of-network approval does not guarantee that services are covered. Benefits are subject to the
patient’s eligibility at the time charges are actually incurred, and to all other terms, conditions, and
exclusions of the Plan.

Only services that have a 60% coverage level are eligible for an out-of-network review.  Out-of-
area participants are not eligible to request an out-of-network review.

Medical Management/Utilization Review

Utilization review is a process to make sure that medical services are medically necessary,
delivered in the most appropriate setting, reflective of the correct length of stay, and consistent
with generally accepted medical standards. Certification requirements apply, regardless of
whether a participant uses a participating or non-participating provider. CareAllies/Intracorp
performs medical management/utilization review for the Plan. The following services must be
certified by CareAllies/Intracorp:



Inpatient Hospital Admissions
Long Term Acute Care Facility Admissions Outpatient diagnostic tests
Specified Outpatient Diagnostic Tests requiring certification
Private Duty and Home Health Nursing Services e CAT Scan

Solid Organ and Bone Marrow/Stem Cell Transplants | ¢ MRI Scan

Home Infusion Therapy

Hospice Care

Skilled Nursing Facility Admissions
Wound Vacuum Therapy

Certification is not required for those participants having Medicare or other primary coverage,
unless the primary carrier does not cover the service. For additional information, see the Medical
Management and Utilization Review section.

Identification Cards

For protection from identity theft, the enrollee’s Social Security number is not on
his health insurance or prescription drug identification card. The medical
insurance identification card includes important information and should be
presented when receiving medical services or supplies. The prescription drug
identification card should be presented when purchasing prescription drugs. These
identification cards provide important addresses and phone numbers.

Lifetime Maximum

The maximum amount payable for each participant is $1,000,000. This lifetime maximum applies
to each covered employee and dependent under the Plan. This maximum applies to a participant’s
entire lifetime, regardless of the participant’s coverage status, i.e., employee, retiree, COBRA
participant, surviving spouse, or dependent. This maximum will be cross-applied between all
coverage types. This maximum also applies regardless of any break in coverage or service.

Integration of Benefits

The Plan includes integration of benefits for Plan maximums between in-network and out-of-
network benefits. This means that lifetime maximums, annual maximums, and maximums which
apply per day or visit will be cross applied, regardless of whether the provider is participating or
non-participating. Coverage maximums will also be cross-applied between all coverage types.



Base Coverage
Base Coverage meets the federal government’s criteria of a qualifying high deductible health plan
under Section 1201 of the Medicare Prescription Drug Improvement and Modernization Act of
2003 in regard to establishing a Health Savings Account (HSA). HSAs are portable, interest-
bearing, funded accounts to provide for tax-free savings for medical expenses. HSAs allow
individuals to pay for current health expenses and save for future qualified medical and retiree
health expenses on a tax-free basis.

The benefit design for Base Coverage is structured to comply with IRS regulations related to
qualified high deductible health plans. There are two types of coverage: Individual Coverage and
Family Coverage.

INDIVIDUAL COVERAGE

Deductible and Coinsurance/Co-payment Maximum — Individual Coverage
In-Network | Out-of-Network

Individual Calendar Year Deductible $1,100

Individual Coinsurance/Co-payment Maximum $2,450 | $3,950

Calendar Year Deductible — Individual Coverage

The calendar year deductible is the amount of covered expense a participant must pay each year
before the Plan begins to pay its share of covered expense. All expenses, medical and pharmacy,
apply toward the calendar year deductible. Once the calendar year deductible has been met, the
Plan pays its portion of the allowable charge for covered expenses, and the participant pays
prescription drug co-payments and a percentage of the allowable charge for covered medical
expenses.

Coinsurance/Co-payment Maximum — Individual Coverage

The coinsurance/co-payment maximum is the maximum amount that an enrollee with individual
coverage has to pay in coinsurance and co-payments for covered expenses in a calendar year
before benefits will be paid at 100%. The coinsurance/co-payment maximum provides participants
protection against catastrophic healthcare expenses. The amount paid toward meeting the calendar
year deductible does not count toward satisfying the coinsurance/co-payment maximum.

The initial $2,450 of coinsurance/co-payments is applied to both the in and out-of-network
coinsurance/co-payment maximum. After the initial $2,450 has been met, only the coinsurance
amount for services rendered by non-participating providers will be applied to the additional
$1,500 out-of-network coinsurance. Once the annual coinsurance/co-payment maximum is met,
the Plan pays 100% of the allowable charge for covered medical expenses and prescription drugs
for the remainder of that calendar year, except as otherwise specified.

The Plan will never pay 100% for those expenses that do not apply toward satisfying the
coinsurance/co-payment maximum.



FAMILY COVERAGE

Deductible and Coinsurance/Co-payment Maximum - Family Coverage
In-Network | Out-of-Network

Calendar Year Deductible $2,200

Coinsurance/Co-payment Maximum $4,900 ‘ $7,900

Calendar Year Deductible — Family Coverage

Family coverage is when an enrollee has one or more covered dependents. If an enrollee has
family coverage, there is no separate deductible for each covered individual in the family.
Benefits will not be paid until the family deductible for all participants under that ID number has
been satisfied. The family deductible also applies when both husband and wife are covered
separately as enrollees, one of the enrollees has dependent coverage, and both are enrolled in Base
Coverage.

If both husband and wife are covered employees, one carries dependent coverage, and only one of
them elects Base Coverage, calendar year deductibles and coinsurance/co-payment amounts are
not shared.

If both husband and wife are covered employees with employee only coverage, and both elect
Base Coverage, the calendar year deductible and coinsurance/co-payment amounts are not shared.

The following expenses do not count towards the calendar year deductible for Individual or
Family Base Coverage:

= Expenses in excess of the allowable charge

= Utilization review penalties

= Expenses in excess of Plan maximum limits

= Services not covered by the Plan including all those found in the Medical Limitations and
Exclusions section

= Services not considered medically necessary

Coinsurance/Co-payment Maximum — Family Coverage

The coinsurance/co-payment maximum is the maximum amount that an enrollee with family
coverage has to pay in coinsurance and co-payments for covered expenses in a calendar year
before benefits will be paid at 100%. If an enrollee has family coverage, there is no separate
coinsurance/co-payment maximum for each individual. The family coinsurance/co-payment
maximum also applies when both husband and wife are covered separately as enrollees, one of the
enrollees has family coverage, and both are enrolled in Base Coverage. The amount paid toward
meeting the calendar year deductible does not count toward satisfying the coinsurance/co-payment
maximum.

The initial $ 4,900 of coinsurance and co-payments is applied to both the in and out-of-network
coinsurance/co-payment maximum. After the initial $4,900 has been applied, only the
coinsurance amount for services rendered by non-participating providers will be applied to the



additional $3,000 out-of-network coinsurance/co-payment maximum. Once the annual
coinsurance/co-payment maximum is met, the Plan pays 100% of the allowable charge for covered
medical expenses and prescription drugs for the remainder of that calendar year, except as
otherwise specified.

The Plan will never pay 100% for those expenses that do not apply toward satisfying the
coinsurance/co-payment maximum.

Coinsurance

Once a participant has met the calendar year deductible, the Plan pays a portion of the allowable
charge for covered medical expense. The participant pays the remainder in the form of
coinsurance.

Any fees charged by a non-participating provider that are above the allowable charge are not part
of the coinsurance amount. The Plan will not pay any portion of these charges.

Helpful Tip: Participating providers agree not to charge any amount above the
Plan’s allowable charge.

Do These Expenses Count Towards The Coinsurance/Co-Payment Maximum?

YES No
* The calendar year deductible

* The coinsurance paid for hospital = Expenses in excess of the allowable
inpatient services charge

= The coinsurance paid for other = Expenses in excess of Plan
covered expenses maximum limits

= Coinsurance and other expenses for = Utilization review penalties
treatment of substance abuse = Services not covered by the Plan
(alcohol and/or drug) and mental including all those found in the
health conditions Medical Limitations and Exclusions

= The private room co-payment section

* The emergency room co-payment = Generic drug differential amounts

= Prescription drug co-payments = Services not considered medically

necessary




Summary of Base Coverage Medical Benefits
This is only a summary of the medical benefits under the Base Coverage. It does not provide all details and
provisions of the Plan. Some limitations and exclusions apply and can be found within the Plan Document.

In-Area Participants Out-of-Area Participants

In-Network H Out-of-Network | In-Network H Out-of-Network

Lifetime Maximum $1,000,000
Benefits

Calendar Year Deductible $1,100 $1,100
— Individual Coverage

Calendar Year Deductible $2,200 $2,200
— Family Coverage

Coinsurance Maximum — $2,450 $3,950 $2,450 $3,950
Individual Coverage

Coinsurance Maximum — $4,900 $7,900 $4,900 $7,900
Family Coverage

All benefits are subject to the deductible unless otherwise noted in the Covered Services section.

Physician Services 80% 60% 80% 75%
Hospital —In-patient 80% 60% 80% 75%
Hospital -Out-patient 80% 60% 80% 75%
Emergency Room 80% 60% 80% 75%
X-Rays, Laboratory 80% 60% 80% 75%
Adult Wellness/Preventive 100% Not Covered 100% Not Covered
Services

Maternity — Attending 100% 90% 100% 90%
Physician

Maternity — Hospital; 80% 60% 80% 75%

Other Services

Ambulatory Surgical 80% 60% 80% 75%
Facility

Cardiac Rehabilitation 80% 60% 80% 75%
(outpatient)

Chiropractic Services 80% 60% 80% 75%
Durable Medical 80% 60% 80% 75%
Equipment

Home Infusion Therapy 80% 60% 80% 75%
Hospice Care Services 80% 60% 80% 75%
Long Term Acute Care 80% 60% 80% 75%
Facility

Nurse Practitioner 80% 60% 80% 75%
Occupational Therapy 80% 60% 80% 75%
Optometric Services 80% 60% 80% 75%
Organ Transplants 80% 60% 80% 75%
Physical Therapy 80% 60% 80% 75%
Private Duty and Home 80% 60% 80% 75%
Health Nursing Services

Skilled Nursing Facility 80% 60% 80% 75%
Sleep Disorders 80% 60% 80% 75%
Speech Therapy 80% 60% 80% 75%
Well-Newborn Nursery 100% Not Covered 100% Not Covered
Care

Well-Child Physician 100% Not Covered 100% Not Covered
Office Visits




In-Area Participants Out-of-Area Participants
In-Network H Out-of-Network | In-Network H Out-of-Network

Specified Routine Tests 100% Not Covered 100% Not Covered
Childhood Routine 80% Not Covered 80% Not Covered
Immunization

Additional Benefits

Coverage for the services listed below are subject to the calendar year deductible of $1,100 individual/$2,200 family
and the in-network coinsurance maximum of $2,450 individual/ $4,900 family. These services are not eligible for an
out-of-network review.

Benefit In-Area Participants Out-of-Area Participants
In-Network | Out-of-Network | In-Network | Out-of-Network

Accidental Injury to 80% 75% 80% 75%
Natural Teeth

Anesthesia 80% 75% 80% 75%
Podiatry Services 80% 75% 80% 75%
Ambulance 80% 75% 80% 75%
Medical Supplies 80% 75% 80% 75%
Prosthetic and Orthotic 80% 75% 80% 75%
Procedures and Devices

T™MJ 80% 75% 80% 75%

Mental Health/Substance Abuse Benefits

Coverage for those services listed below are subject to the calendar year deductible of 81,100 individual/32,200
Sfamily and the in-network and out-of-network coinsurance maximums. These services are not eligible for an out-of-
network review.

Benefit In-Area Participants Out-of-Area Participants
In-Network  Qut-of-Network | In-Network  Qut-of-Network

Substance Abuse

Iﬂpatie_m 80% 75% 80% 75%

Outpatient _ 50% 50% 50% 50%

Intensified Outpatient 50% 50% 50% 50%

Program

Mental Health

Inpatie_m 80% 75% 80% 75%

Outpatient _ 50% 50% 50% 50%

Day Treatment/ Partial 80% 75% 80% 75%

Hospitalization
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Select Coverage

Deductibles and Coinsurance Maximums for Medical Services

IN-NETWORK OUT-OF-NETWORK
Individual Calendar Year $500 $1,000
Medical Deductible
Family Calendar Year $1,000 $2,000
Medical Deductible
Individual Medical $2,000 $3,000
Coinsurance Maximum

Individual Prescription
Drug Deductible $50

Individual Calendar Year Medical Deductible

The calendar year medical deductible is the amount of covered medical expense a participant must
pay each year before the Plan begins to pay its share of covered medical expenses. Once the
calendar year deductible is met, the Plan pays a percentage of the allowable charge for covered
medical expenses.

The initial $500 of covered medical expense will apply to both the in and out-of-network
deductible. After the initial $500 has been applied, only services rendered by a non-participating
provider will be applied to the additional $500 out-of-network deductible.

The following expenses do not count towards the calendar year medical deductible:

= Prescription drug deductible = Prescription drug co-payments
= Expenses in excess of the allowable charge = Utilization review penalties
= Expenses in excess of Plan maximum limits = Private room co-payment

= Services not considered medically necessary = Services not covered by the Plan
= Emergency room co-payment

Family Calendar Year Medical Deductible

Once a family has paid the family medical deductible in a calendar year, all covered participants in
that family will have satisfied their individual medical deductibles for that calendar year. The
family medical deductible also applies when both husband and wife are covered separately as
enrollees and both are enrolled in Select Coverage. No individual family member may contribute
more than $500 to the in-network family medical deductible or more than $1,000 to the out-of-
network family medical deductible.

The initial $1,000 of covered expense will apply to both the in and out-of-network family medical
deductible. After the initial $1,000 has been applied, only services rendered by a non-participating
provider will be applied to the additional $1,000 out-of-network family medical deductible.
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Coinsurance

Once a participant has met the calendar year medical deductible, the Plan pays a portion of the
allowable charge for covered medical expenses. The participant pays the remainder in the form of
coinsurance.

Any fees charged by a non-participating provider that are above the allowable charge are not part
of the coinsurance amount. The Plan will not pay any portion of these charges.

Helpful Tip: Participating providers agree not to charge any amount above the
Plan’s allowable charge.

Individual Medical Coinsurance Maximum

The medical coinsurance maximum is the maximum amount that each participant has to pay in
coinsurance for covered medical expenses in a calendar year before benefits will be paid at 100%.
The medical coinsurance maximum protects a participant from having to pay catastrophic medical
bills in a given year. The amount paid toward meeting the calendar year individual and family
medical deductibles does not count toward satisfying the medical coinsurance maximum.

The initial $2,000 of medical coinsurance is applied to both the in and out-of-network medical
coinsurance maximum. After the initial $2,000 has been met, only the coinsurance amount for
services rendered by non-participating providers will be applied to the additional $1,000 out-of-
network coinsurance. Once the annual medical coinsurance maximum is met, the Plan covers
100% of the allowable charge for covered medical expenses for the remainder of that calendar
year, except as otherwise specified. Each individual participant must meet their medical
coinsurance maximum before benefits are paid at 100%; there is no family medical coinsurance
maximum. The Plan will never pay 100% for those expenses that do not apply toward satisfying
the coinsurance maximum.

Do These Expenses Count Towards The Coinsurance Maximum?

YES No
» The calendar year deductibles
* The coinsurance paid for hospital * The family deductibles
inpatient services = The prescription drug deductible
= The coinsurance paid for other = Expenses in excess of the allowable
covered medical expenses charge

= Expenses in excess of Plan
maximum limits

= Coinsurance and other expenses for
treatment of substance abuse
(alcohol and/or drug) and mental
health conditions

= Utilization review penalties

= Services not covered by the Plan
including all those found in the
Medical Limitations and Exclusions
section
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Do These Expenses Count Towards The Coinsurance Maximum?

YES No

= Prescription drug co-payments

= Generic drug differential amounts

= Services not considered medically
necessary

= The private room co-payment

* The emergency room co-payment

Individual Prescription Drug Deductible
Before the Plan will pay any of the cost for prescription drugs, each participant must first satisfy a
$50 prescription drug deductible each calendar year.

The prescription drug deductible and co-payment amounts will not apply toward satisfying the

medical calendar year deductible or coinsurance maximum. Prescription drug benefits paid by the
Plan will apply toward the participant’s $1,000,000 lifetime maximum.
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Summary of Select Coverage Medical Benefits
This is only a summary of the medical benefits under Select Coverage. It does not provide all details and provisions
of the Plan. Some limitations and exclusions apply and can be found within this Plan Document.

In-Area Participants Out-of-Area Participants
In-Network H Out-of-Network | In-Network H Out-of-Network
Lifetime Maximum $1,000,000
Benefits
Individual Calendar $500 $1,000 $500 $1,000
Year Medical Deductible
Family Calendar Year $1,000 $2,000 $1,000 $2,000
Medical Deductible
Individual Medical $2,000 $3,000 $2,000 $3,000

Coinsurance Maximum

All benefits are subject to the medical deductibles unless otherwise noted in the Covered
Services section.

Physician Services 80% 60% 80% 75%
Hospital — In-patient 80% 60% 80% 75%
Hospital — Out-patient 80% 60% 80% 75%
Emergency Room 80% 60% 80% 75%
X-Rays, Laboratory 80% 60% 80% 75%
Adult Wellness/Preventive 100% Not Covered 100% Not Covered
Services

Maternity — Attending 100% 90% 100% 90%
Physician

Maternity — Hospital; 80% 60% 80% 75%

Other Services

Ambulatory Surgical 80% 60% 80% 75%
Facility

Cardiac Rehabilitation 80% 60% 80% 75%
(outpatient)

Chiropractic Services 80% 60% 80% 75%
Durable Medical 80% 60% 80% 75%
Equipment

Home Infusion Therapy 80% 60% 80% 75%
Hospice Care Services 80% 60% 80% 75%
Long Term Acute Care 80% 60% 80% 75%
Facility

Nurse Practitioner 80% 60% 80% 75%
Occupational Therapy 80% 60% 80% 75%
Optometric Services 80% 60% 80% 75%
Organ Transplants 80% 60% 80% 75%
Physical Therapy 80% 60% 80% 75%
Private Duty and Home 80% 60% 80% 75%
Health Nursing Services

Skilled Nursing Facility 80% 60% 80% 75%
Sleep Disorders 80% 60% 80% 75%
Speech Therapy 80% 60% 80% 75%
Well-Newborn Nursery 100% Not Covered 100% Not Covered
Care

Well-Child Physician 100% Not Covered 100% Not Covered
Office Visits
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In-Area Participants Out-of-Area Participants
In-Network H Out-of-Network | In-Network H Out-of-Network

Specified Routine Tests 100% Not Covered 100% Not Covered
Childhood Routine 80% Not Covered 80% Not Covered
Immunization

Additional Benefits

Coverage for the services listed below is subject to the in-network calendar year medical deductibles and the
individual medical coinsurance maximum of $2,000. These services are not eligible for an out-of-network review.

Benefit In-Area Participants Out-of-Area Participants
In-Network | Out-of-Network | In-Network | Out-of-Network

Accidental Injury to 80% 75% 80% 75%
Natural Teeth

Anesthesia 80% 75% 80% 75%
Podiatry Services 80% 75% 80% 75%
Ambulance 80% 75% 80% 75%
Medical Supplies 80% 75% 80% 75%
Prosthetic and Orthotic 80% 75% 80% 75%
Procedures and Devices

T™MJ 80% 75% 80% 75%

Mental Health/Substance Abuse Benefits

Coverage for the services listed below is subject to the in-network calendar year medical deductibles. These services
are not eligible for an out-of-network review. Coinsurance amounts for substance abuse and mental health benefits
will not apply toward satisfying the coinsurance maximum.

Benefit In-Area Participants Out-of-Area Participants

In-Network  Out-of-Network  In-Network  Out-of-Network

Substance Abuse

Inpatie_nt 80% 75% 80% 75%
Outpatient _ 50% 50% 50% 50%
Intensified Outpatient 50% 50% 50% 50%
Program

Mental Health

Inpatie_nt 80% 75% 80% 75%
Outpatient _ 50% 50% 50% 50%
Day Treatment/ Partial 80% 759, 80% 75%
Hospitalization
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Health Insurance Eligibility and Enrollment

Enrollee Eligibility
The following persons are eligible for coverage:

A full-time employee who:

receives compensation directly from one of the following Mississippi public entities:
¢ department, agency, or institution of State Government,

¢ public school district,

¢ community /junior college,

¢ institution of higher learning, or

¢ public library

works for the State’s judicial branch,

works for the State’s legislative branch,

works as a full-time salaried Judge,

works as a full-time salaried District Attorney, or is a member of his staff,

works as a full-time compulsory school attendance officer, or

works for a university based program authorized under state law for deaf, aphasic, and
emotionally disturbed children.

A regular non-student school bus driver.

A COBRA participant.

A retired employee.

A surviving spouse.

NOTE: Any employee participating in the Plan who receives retirement benefits from the
Mississippi Public Employees’ Retirement System (PERS) must be covered as a retiree and not as
an active employee.

Dependent Eligibility
Eligible dependents include the following:

The enrollee’s legal spouse as defined by Mississippi law, unless the spouse is also an eligible
employee under the Plan.

The enrollee’s unmarried child up to age 19, or up to age 25 if he is a full-time student. Full-
time students must be enrolled in 12 or more semester hours (or its equivalent) of course work,
attend an accredited high school, college, or university, and be dependent on the enrollee for
support. When a student reaches the age of 25, he is terminated from the Plan even if he is
still a full-time student.
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e The term “child” includes the following:

Natural child

Stepchild

Legally adopted child

Child placed in the enrollee’s home in anticipation of adoption

Child for whom the enrollee is legal guardian

Child for whom the enrollee has legal custody

Child of the enrollee who is required to be covered by reason of a Qualified
Medical Child Support Order

The enrollee’s unmarried dependent child is eligible for coverage at any age provided the
dependent is permanently mentally or physically disabled, so incapacitated as to be incapable of
self-sustaining employment, and dependent upon the enrollee for 50% or more support. The
disabling condition must have occurred prior to the dependent’s 19" birthday (unless already
covered by the Plan as a student, in which case the condition must have occurred prior to the
dependent’s 25" birthday). The enrollee must provide written proof of the incapacity (including
documentation from a physician). Neither a reduction in work capacity nor an inability to find
employment is, of itself, evidence of incapacitation. Coverage may continue for as long as the
incapacitation exists and the enrollee remains covered under the Plan.

Proof of disability must be provided to Blue Cross & Blue Shield 31 days prior to the date a child
would cease to be covered because of age or loss of full-time student status. The Plan reserves the
right to request proof of continuous disability.

1t is important to note that the marriage of any dependent child or his entry into full-time military
service will end that child’s eligibility, regardless of age or incapacitation.

Initial Enrollment for New Employees

Initial enrollment applies to newly eligible active employees. An employee is required to
complete an Application for Coverage form to apply for or waive coverage within the first 31 days
of employment. The employee’s Social Security number must be provided on the Application for
Coverage form in order for an employee to enroll in the Plan. Dependent information on the
Application for Coverage form must include birth date, Social Security Number, and mailing
address, if different from the enrollee.

An employee who was initially employed before January 1, 2006, is a Legacy Employee. An
employee employed on or after January 1, 2006, who has ever been a full-time employee of a
community/junior college, public library, public school district, State agency or university is a
Legacy Employee. An employee initially employed on or after January 1, 2006 is a Horizon
Employee.

An employee may choose Base Coverage or Select Coverage at initial enrollment. If timely
application is made and appropriate premiums are paid, the effective date of coverage for the
employee and any eligible dependent(s) will be the first day of employment. If an employee does
not enroll or if he waives coverage within 31 days of employment, application may be made only
during an open enrollment or special enrollment period. Enrollment periods are discussed later in
this section.
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All new employees and their dependents applying for coverage are subject to a twelve (12) month
pre-existing condition exclusion period. If the enrollee and/or dependents had other health care
coverage defined as “creditable coverage” under the Health Insurance Portability and
Accountability Act (HIPAA), and that other coverage terminated within 63 days of the effective
date with this Plan, the prior health coverage will be credited against the 12-month pre-existing
condition exclusion under the Plan. In order to reduce the pre-existing condition exclusion period,
the employee must provide proof of prior creditable coverage.

Disabled Dependent

New employees who wish to enroll a disabled dependent must submit a Handicapped Dependent
form along with the Application for Coverage form. This form can be obtained from Blue Cross
& Blue Shield. Blue Cross & Blue Shield will make final determination of disability. The
disabling condition must have occurred prior to the dependent’s 19" birthday.

Student Verification

Student verification letters to confirm student status are sent by Blue Cross & Blue Shield to
enrollees with covered dependent children at the time the dependent child becomes nineteen (19).
If the enrollee does not verify full-time student status prior to a dependent child’s 19™ birthday,
coverage for the dependent will end at the end of the month in which he turns 19. Written proof of
full-time student status may be requested at any time. Such proof may be required in order for a
dependent child between the ages of 19 and 25 to remain covered under the Plan.

Right to Request Documentation

If requested, documentation of dependent relationship, such as marriage license or birth certificate,
must be provided. To enroll a child due to adoption, placement in anticipation of adoption, legal
guardianship, or legal custody, a copy of the applicable court order must be submitted with the
Application for Coverage form.

Paying for Coverage

The State pays the cost of coverage for all active Legacy Employees. The State pays the cost of
Base Coverage for all active Horizon Employees. Horizon Employees may enroll in Select
Coverage and pay a portion of the premium. The cost for dependent coverage is the enrollee’s
responsibility under both coverage types. Premiums for the cost of dependent coverage for active
employees are paid through payroll deductions.

Special Rules for When Both Spouses are Employees

If both husband and wife are eligible employees, they may be covered by the Plan as employees
but not as a dependent of their spouse. In addition, dependent children may be covered as
dependents of only one of the parents/stepparents. At no time may a dependent be covered under
more than one contract under this Plan.

If one spouse terminates employment, he may be added as a dependent under the remaining
employee’s coverage. In order for the terminated spouse to be added as a dependent, the
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remaining employee must complete an Application for Coverage form within 60 days of their
spouse losing coverage under the Plan.

Plan Enrollment Periods
Enrollment periods for retirees and surviving spouses can be found in the Retiree Eligibility and
Medical Coverage section.

Open Enrollment for Active Employees

Each October during the annual open enrollment period, an employee may choose to elect
coverage for himself or his eligible dependents. The coverage elected during open enrollment
takes effect on January 1% of the following calendar year. Coverage elected during an open
enrollment period is subject to an 18-month pre-existing condition exclusion period. A participant
will receive credit for prior creditable coverage that occurred without a break in coverage of 63
days or more.

An employee may choose either Base Coverage or Select Coverage during open enrollment.

Open Enrollment for COBRA Participants

Each October during the annual open enrollment period, a COBRA participant may choose to
elect coverage for his eligible dependent(s). The coverage elected during open enrollment takes
effect on January 1¥ of the following calendar year. Coverage elected during an open enrollment
period is subject to an 18-month pre-existing condition exclusion period. A participant will
receive credit for prior creditable coverage that occurred without a break in coverage of 63 days or
more.

A COBRA participant may choose either Base Coverage or Select Coverage during open
enrollment.

Special Enrollment Periods

Special enrollment periods are only allowed in specific circumstances. Generally, a special
enrollment period arises when an employee or an eligible dependent loses coverage under another
health plan or when an enrollee gains a new eligible dependent.

Employees enrolling or dependents added during a special enrollment period are subject to a 12-
month pre-existing condition exclusion period. The 12-month pre-existing condition exclusion
period does not apply to newborns or newly adopted children enrolled within 60 days of birth or
adoption. A participant will receive credit for prior creditable coverage that occurred without a
break in coverage of 63 days or more.

NOTE: An enrollee adding coverage due to a special enrollment event may change coverage

types (Base to Select, or Select to Base). There is no deductible or out-of-pocket credit if an
enrollee changes coverage types during a calendar year.
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Special Enrollment Periods resulting from loss of coverage

An employee, dependent of a covered employee, or dependent of a COBRA participant who loses
coverage under another health plan will be eligible to enroll for coverage in the Plan if the
following apply:

* The employee declined coverage for himself or his dependents when first eligible because the
employee or dependent was covered by other health insurance coverage; or the COBRA
participant declined coverage for his dependent when first eligible because the dependent was
covered by other health insurance coverage; and

* The employee or dependent lost other coverage as a result of any of the following qualifying
events:

= Divorce.

= The employee or dependent is no longer eligible for coverage. (Loss of coverage
due to non-payment of premiums does not qualify.)

* The employer ceased to contribute toward the cost of the other health plan, and it
was terminated.

* The employee or dependent’s COBRA continuation has run out.

To enroll for coverage under these circumstances, an Application for Coverage form must be
submitted within 60 days of losing coverage under the other plan and appropriate premium
payments must be made. As part of the application process, proof of loss of coverage must be
provided. If these requirements are met, coverage under the Plan will take effect the first day
following the loss of other coverage. The Application for Coverage form must be submitted
within 60 days of the loss of other coverage even if the Certificate of Creditable Coverage has not
been received. The Certificate of Creditable Coverage can be provided when received from the
previous health insurance provider.

Special Enrollment Period as a result of gaining a new dependent
An enrollee may enroll a new dependent for coverage if the new dependent was acquired as a
result of any of the following qualifying events:

= Marriage,

= Birth,

= Adoption, or placement in anticipation of adoption,

= Legal custody,

= Legal guardianship, or

* Qualified Medical Child Support Order.

If an active employee is not covered by the Plan at the time of this qualifying event, he may enroll
himself and any other eligible dependent(s).

To enroll for coverage under these circumstances, an Application for Coverage form must be
submitted within 60 days of the event, and appropriate premium payments must be made. As part
of the application process, the enrollee may be required to provide proof of the qualifying event.
If these requirements are met, coverage under the Plan will take effect as of the date of the
qualifying event. (In the case of a Qualified Medical Child Support Order, the coverage will be
effective the 1* day of the month following the date of the order.) A copy of the procedures
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regarding QMCSOs can be obtained, without charge, by contacting the Department of Finance and
Administration, Office of Insurance.

NOTE: If an enrollee is applying for coverage for a newborn, the Application for Coverage
form must be submitted within 60 days of the child’s date of birth even if a Social Security
number for the newborn is not available at the time. The Social Security number can be
provided when received from the Social Security Administration.

Special Enrollment Period for a dependent returning to full-time student status

An eligible dependent between the ages of 19 and 25, who is returning to school as a full-time
student at an accredited high school, college, or university, may be enrolled for coverage under the
Plan. The date of the qualifying event is the date the dependent returns to school.

An Application for Coverage form must be submitted within 60 days of the qualifying event, and
the appropriate premium payments must be made. The effective date of the coverage will be the
date of the qualifying event.

IMPORTANT NOTE

If the enrollee does not apply for coverage for himself or his eligible dependents during any
of the special enrollment periods described above, application cannot be made until an open
enrollment period.

Creditable Coverage

Creditable coverage is health care coverage as defined under the Health Insurance Portability and
Accountability Act (HIPAA). Creditable coverage includes comprehensive medical coverage
under group health plans, individual health insurance, Medicare Part A, state health benefit risk
pools, and public health plans such as Medicaid or the Children’s Health Insurance Program. A
participant will receive credit for prior creditable coverage that occurred without a break in
coverage of 63 days or more. Any coverage occurring prior to a break in coverage of 63 days or
more will not be credited against a pre-existing condition exclusion period.

Transferring Within The Plan

If an employee transfers between employer units, begins full-time employment with the new
employer unit at any time during the following month, and completes an Application for Coverage
form within 31 days of his date of employment, there will be no break in coverage.

The employee may choose Base Coverage or Select Coverage at this time. There is no deductible
or out-of-pocket credit if an employee changes coverage types when transferring to a new
employer unit during the year. The employee may also add eligible dependents at this time. The
employee must complete an Application for Coverage form with the new employer unit within 31
days of his date of employment.

21



Coverage During the Summer Months for Employees of a School District, Community/Junior
College, or University

= A covered school employee who is off for summer recess is entitled to continuous
insurance coverage during the summer months.

= A covered school employee who leaves one employer unit at the end of the school year,
does not work for an employer unit during the summer months, and becomes employed by
another employer unit when the school calendar resumes in the fall, will remain covered by
the old employer unit until August 31%. Coverage with the new employer unit will begin
September 1*.

= A covered school employee who leaves one employer unit at the end of the school year,
and becomes employed by another employer unit during the summer months will remain
covered by the old employer unit until the end of the month in which the employee
transfers. Coverage under the new employer unit will be effective on the first of the month
following the transfer.

Address Changes

An enrollee’s address must be kept up to date to ensure that he receives all communications
regarding life and health insurance coverage. Active employee’s address changes must be
submitted to the employee’s employer unit. Retirees and COBRA participants must submit
address changes to Blue Cross & Blue Shield in writing.

When Coverage Ends

An active employee’s coverage under the Plan ends at the end of the month in which he terminates
from full-time employment. Coverage will also end if any required contributions are not paid, or
if the Plan is terminated for some reason. Dependent coverage ends at the same time or at the end
of the month in which the Plan is made aware that a dependent is no longer eligible. Coverage
ends at the end of the month in which the employee or dependent loses eligibility or contributions
cease.

Termination of coverage ends all rights of the participant to benefits under the Plan as of the
effective date of coverage termination.

If a school employee terminates employment at the end of a school year, coverage end date is
dependent on receipt of the employee’s final check. If the final check is received on June 30,
coverage will end June 30™. If the final check is received on July 31, coverage ends July 31°.

If a school employee terminates employment at the end of the school year, but returns to work
(with either the same or new district or college) no later than September 1* of the following school
year, coverage in the Plan will be reinstated. Reimbursement will be made for any COBRA
premiums paid.
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If a school employee does not terminate employment at the end of the school year but does not
return to work for the fall semester, coverage will terminate at the end of the month in which the
school begins fall semester.

Terminating Dependent Coverage

To terminate coverage for a dependent, an enrollee must complete an Application for Coverage
form, except when termination occurs as a result of employee’s termination of employment.
Retroactive terminations are not allowed.

Termination of coverage ends all rights of the participant to benefits under the Plan as of the date
coverage ends.
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Covered Services

Benefits are provided for the services listed in this section. All benefits are subject to the calendar
year deductibles and the allowable charge, unless otherwise noted. Participants in Base Coverage
or Select Coverage should refer to the Summaries of Benefits for coinsurance amounts. Benefits
are provided for covered expenses incurred by a participant as a result of a non-occupational
injury or non-occupational illness, only as expressly provided in this Plan.

Ambulance
Medically necessary transportation by means of a specially designed and equipped vehicle used
only for transporting the sick and injured:

From the place where the participant is injured or stricken by illness to the nearest
appropriate hospital where treatment is to be given;

From a hospital where the participant is an inpatient to another hospital or freestanding
facility to receive specialized diagnostic or therapeutic services not available at the hospital
of origin and back to the hospital of origin after such services have been rendered, or;

From a hospital to another hospital when the discharging hospital has inadequate treatment
facilities.

Ambulatory Surgical Facility
Ambulatory surgical facility services are as follows:

Pre-operative laboratory procedures directly related to a surgical procedure.
Pre-operative preparation.

Use of facility (operating rooms, recovery rooms, and surgical equipment).
Anesthesia, drugs, and surgical supplies.

Cardiac Rehabilitation - Outpatient

Benefits for outpatient cardiac rehabilitation are provided for patients with a clear medical need,
referred by the attending physician. Prior approval must be obtained from Blue Cross & Blue
Shield. The attending physician must submit a formal treatment plan to Blue & Cross Blue Shield
(including number of visits, duration of therapy, and expected outcomes).

Participants must use a cardiac rehabilitation program that is certified by the American

Association of Cardiovascular and Pulmonary Rehabilitation (AACVPR). Participants can contact
Blue Cross & Blue Shield to locate a certified provider.
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Services provided in connection with a cardiac rehabilitation program may be considered
reasonable and necessary for up to 36 sessions, usually 3 sessions a week in a single 8-12 week
period. Maintenance or exercise therapy is not covered.

Chiropractic Services

Chiropractic services are limited to a maximum of $1,500 per participant during a calendar year.
Only manipulative therapy services apply to the $1,500 maximum. Payments for x-rays or
laboratory services are not applied toward this maximum.

Dental Services
Dental services are not covered under the Plan except for the following:

Coverage is provided for dental care, treatment, dental surgery, and dental appliances made
necessary by accidental bodily injury to sound and natural teeth (which are free from effects of
impairment or disease) caused solely through external means. The accidental injury must have
occurred while the participant is covered under the Plan or as a direct result of a disease covered
by the Plan. Injury to teeth as a result of chewing or biting is not considered an accidental injury.

Coverage is provided for inpatient hospital services/supplies and associated anesthesia services for
dental care and treatment and dental or oral surgery if the hospital stay is determined to be
medically necessary by CareAllies/Intracorp.

Coverage is provided for outpatient hospital or ambulatory surgical facility services/supplies and
associated anesthesia services for dental care if it is determined to be medically necessary by Blue
Cross & Blue Shield.

Except as indicated above, benefits are not provided for dental services including, but not limited
to, the following:
B In-mouth appliances, crowns, bridgework, dentures, tooth restorations, or any related fitting or

adjustment services, whether or not the purpose of such services or supplies is to relieve pain
B Extraction of wisdom teeth

B Removal, repair, replacement, restoration, or reposition of teeth lost or damaged in the course
of biting or chewing

B Repair, replacement, or restoration of fillings, crowns, dentures, or bridgework

B Periodontal treatment (i.e., gum disease)

m Dental cleaning, in-mouth scaling, planning, or scraping

m Myofunctional therapy (muscle training therapy or training to correct or control harmful
habits)

m Root canal therapy

® Routine tooth removal

B Any dental service or treatment not associated with an accidental injury or as a direct result of

a disease covered by the Plan
m TMJ, except to the extent coverage is specifically provided in this Plan Document
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Diagnostic Services - X-rays and Laboratory Services

Medically necessary diagnostic services, such as x-rays and laboratory examinations, are covered.
For diagnostic services during routine examinations, see Wellness/Preventive Coverage. Refer to
the Medical Management and Utilization Review section for certification requirements for
specified outpatient diagnostic tests.

Outpatient diagnostic tests requiring certification:
e CAT Scan e MRI Scan

Durable Medical Equipment

Durable medical equipment (DME) must be prescribed by the attending physician and determined
by Blue Cross & Blue Shield to be medically necessary for treatment of the illness or injury or to
prevent the participant's further deterioration. Prior approval by Blue Cross & Blue Shield is
recommended. DME is an item that must be (1) made to withstand repeated use; (2) primarily
used to serve a medical purpose rather than for comfort or convenience; (3) generally not useful to
a person in the absence of illness, injury, or disease; and (4) appropriate for use in the participant’s
home.

Benefits for DME are based on the allowable charge for basic equipment. Benefits for any deluxe
item will be limited to the allowable charge for the basic version of the item. If special features
are medically necessary to maintain or promote patient mobility or function, Blue Cross & Blue
Shield may approve those features. DME may be rented or purchased, based on Blue Cross &
Blue Shield’s determination. Rental fees cannot exceed the cost of buying the item. A DME
claim must include a letter explaining medical necessity from the physician.

Emergency Room Services

Benefits are provided for treatment in a hospital emergency room. A $50 emergency room co-
payment per visit will apply after the first emergency room visit in any calendar year. The
emergency room co-payment will not be charged after a participant in Base Coverage has met the
coinsurance/co-payment maximum.

Home Infusion Therapy

Benefits are provided for home infusion therapy services approved by CareAllies/Intracorp for
treatment in the patient’s home. CareAllies/Intracorp must certify services as medically necessary
prior to beginning the therapy.

Covered expenses for Home Infusion Therapy are limited to the following:

*  Prescription drugs »  Therapist services
= Intravenous solutions = Ancillary medical supplies
* Durable medical equipment *  Nursing visits — including initiation of home
* Pharmacy compounding and infusion therapy, intravenous restarts, and
dispensing services emergency care when medically necessary to
» Fees associated with drawing blood for provide home infusion therapy
the purpose of monitoring response to
therapy
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Hospice Care
Benefits are provided for inpatient and home hospice services for up to 6 months, subject to
certification of medical necessity by CareAllies/Intracorp.

Hospital Services
Covered inpatient and outpatient hospital services and supplies include the following:
= Hospital room and board (including * Drugs and medicines, sera,
dietary and general nursing biological and pharmaceutical
services), subject to the $20 per day preparations used during
private room co-payment hospitalization, including charges
= QOperating or treatment rooms for take-home drugs
= Anesthetics and their administration = Dressings and supplies
= Intravenous injections and solutions * Blood transfusions, including the
= Physical/ Occupational/ Speech cost of whole blood, blood plasma
therapy and expanders, except for the first 3
= Radiation therapy pints of blood used during inpatient
= Oxygen and its administration admission or outpatient service
= Diagnostic services = Psychological testing when ordered
= Intensive, coronary, and Burn Care by the attending physician

Unit services

All inpatient admissions to a hospital require certification by CareAllies/Intracorp. Inpatient
rehabilitative services are limited to acute short-term care in a hospital, or rehabilitation hospital as
approved by CareAllies/Intracorp.

The private room co-payment will not be charged after a participant in Base Coverage has met the
coinsurance/co-payment maximum

Long Term Acute Care Facility
All admissions to a Long Term Acute Care Facility must be certified as medically necessary by
CareAllies/Intracorp.

Mastectomy
The following services related to medically necessary mastectomies are covered:

¢  Reconstruction of the breast on which the mastectomy has been performed,;
¢ Surgery and reconstruction of the other breast to produce a symmetrical appearance; and

¢ Prostheses and care of physical complications of mastectomy, including lymphedemas, in a
manner determined in consultation with the attending physician and patient.
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Maternity

Maternity benefits are provided to covered enrollees or covered spouses. Other female dependents
are not eligible for maternity benefits. See the Medical Management and Utilization Review
section for more information.

The attending physician will be reimbursed for covered routine prenatal care and delivery at 100%

of the allowable charge (90% for non-participating physician), not subject to the calendar year
deductible.

Benefits for the following prenatal laboratory and diagnostic procedures will be provided at 100%
of the allowable charge (90% for non-participating physician), not subject to the calendar year
deductible:
H Prenatal Laboratory and Diagnostic Procedures Limit Per Pregnancy H
Initial Obstetric Screening Panel
Ultrasound
Urinalysis, screening dip stick
Urinalysis, spun
Hemoglobin/Hematocrit
Antibody Test for Rh-Negative (if unsensitized)
Alpha-fetoprotein
Diabetes Screening
Cervical Cytology (PAP)

et [t |t [ [N [ = [ G| DN | =

Regular Plan benefits will be provided for other prenatal laboratory and diagnostic procedures,
inpatient hospital delivery, and other covered services.

As soon as a participant finds out that she is pregnant, she should call CareAllies/Intracorp to
participate in the voluntary maternity management program. This program is an education and
monitoring service that provides: early identification of risk factors, high-risk screening,
pregnancy education and support, and ongoing monitoring.

The participant is encouraged to enroll in the program as soon as she knows she is pregnant.
CareAllies/Intracorp must be contacted within the first 4 months of pregnancy in order to
participate. An obstetrical review specialist will explain how the maternity management program
works and how it can help improve the prospects for a healthy pregnancy and delivery. As part of
the program, the participant will receive an educational book and access to a special nurse line for
any questions that arise during the pregnancy. All services provided in this program are at no cost
to the participant.

Important Note: Whether or not the participant chooses to participate in the maternity
management program, she is still responsible for certifying the hospital admission for delivery.

Adding a Newborn

In order for a newborn to be covered from date of birth, an Application for Coverage form must be

completed within 60 days of the date of birth (see Special Enroliment Periods) and the appropriate

premiums must be paid. Reporting the baby’s birth by phone to CareAllies/Intracorp or Blue Cross
& Blue Shield does not automatically add the baby to the enrollee’s coverage.
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Medical Supplies
Medical supplies such as oxygen, crutches, splints, casts, trusses and braces, syringes and needles,
catheters, and colostomy bags and supplies are covered, based on medical necessity.

Mental Health Services
All in-patient hospital admissions for mental health services must be certified as medically
necessary by CareAllies/Intracorp.

The following is a list of covered services, provided the treatment is determined medically
necessary:

= [npatient stabilization services for up to 30 days per calendar year (hospitalization after
stabilization is achieved is not covered)

= Mental health day treatment or partial hospitalization programs for up to 60 days per calendar
year

= Qutpatient treatment up to 52 visits per calendar year

Mental health services must be provided by an appropriately licensed psychiatrist, psychologist,
clinical social worker, or professional counselor in order to be eligible for coverage.

Mental health services provided in a residential facility are not covered.

Nursing Services - Private Duty and Home Health

Nursing services of a practicing Registered Nurse (RN) or Licensed Practical Nurse (LPN) are
covered when those services meet the following criteria:

= Are ordered and supervised by a physician,

= Require the technical skills of an RN or LPN,

= Are certified by CareAllies/Intracorp to be provided in the home instead of the hospital, and
= Are certified by CareAllies/Intracorp as medically necessary prior to initiation.

Benefits for private duty and home health nursing services are limited to $10,000 per calendar
year.

No nursing benefits will be provided for:

= Services of a nurse who ordinarily lives in the patient’s home or is a member of the patient’s
family

= Services of an aide, orderly, companion, or sitter

* Nursing services provided in a nursing facility or a personal care facility

Occupational Therapy

Occupational therapy services are covered when prescribed by the participant’s physician and
specified in a treatment plan. Blue Cross & Blue Shield may require proof of medical necessity.
Services must be provided by a licensed occupational therapist.
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Physical Therapy
Physical therapy services are covered when specified in a treatment plan and provided by a
licensed physical therapist. Blue Cross & Blue Shield may require proof of medical necessity.

Physician Services
The following physician services are covered:

» In-hospital medical care = X-rays and laboratory tests

* Medical care in the physician’s performed in a physician’s office,
office, patient’s home, or elsewhere except when performed during

= Surgery and assistance at surgery routine examinations, unless
(when appropriate and provided by applied to the wellness benefit
a physician practicing within the = Psychiatric and psychological
scope of his license) services for mental health treatment

= Consultations = Allergy testing

* Administration of anesthesia = (Covered dental care

= Radiation therapy = Dialysis treatment

= (QObstetrical care

Benefits for physician services are allowed based upon the coding guidelines used by Blue Cross
& Blue Shield.

Multiple Surgery

Special rules apply to multiple surgery procedures performed by the same physician during the
same operation. If more than one surgical procedure is performed during the same operation
through one or more routes of access, the allowable charge will be calculated as follows:

The amount payable 50% of the allowable charge that
for the primary + would have been allowed for each of
procedure the additional procedures had those

procedures been performed alone.

Any of the costs associated with additional procedures (incidental procedures) not essential to the
purpose of the primary procedure are not covered.

Prosthetic or Orthotic Devices

Covered services include the purchase and initial placement of prosthetic or orthotic devices, and
the fitting, repair, or replacement when medically necessary. No shoe build-up, shoe orthotic,
shoe brace, or shoe support is covered unless the shoe is attached to a brace.

Skilled Nursing Facility
Services provided in a Skilled Nursing Facility are covered when certified as medically necessary
by CareAllies/Intracorp.
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Sleep Disorders

Services and supplies for the diagnosis and treatment of Obstructive Sleep Apnea Syndrome
(OSAS) or other sleep disorders must be received in or prescribed through a sleep disorder center
or laboratory, either affiliated with a hospital or freestanding, which is accredited by the American
Academy of Sleep Medicine (AASM). Participants can contact Blue Cross & Blue Shield to
locate an accredited facility. The interpretation of all sleep tests must be performed by a physician
who is board certified as a sleep specialist by the American Board of Sleep Medicine.

Speech Therapy

Speech therapy services are covered if needed as the result of an illness or injury, there is a
reasonable expectation that the therapy will achieve measurable improvement within a reasonable
and predictable period, and services are prescribed by a physician and provided by a licensed
speech therapist.

Speech therapy is not covered for maintenance speech, delayed language development,
articulation disorders, learning disabilities, attention disorders, psychosocial speech delay,
behavioral problems, conceptual handicap, mental retardation, stammering, or stuttering.

Substance Abuse
All inpatient hospital admissions for substance abuse treatment must be certified as medically
necessary by CareAllies/Intracorp.

The following services are covered, provided the treatment is considered medically necessary:

= [npatient stabilization services or intensive outpatient hospital programs associated with a
hospital (inpatient rehabilitative services after stabilization/detoxification is achieved are not
covered)

= Qutpatient substance abuse treatment

The combined benefit for inpatient and outpatient substance abuse treatment is limited to $8,000
per calendar year and a lifetime maximum of $16,000 per participant.

Substance abuse services provided in a residential facility are not covered.

Temporal Mandibular Joint Syndrome (TMJ)

Benefits for surgery and diagnostic services of the temporomandibular/craniomandibular joint are
provided, up to a lifetime maximum benefit of $5,000. Benefits are not provided for physical
therapy, orthodontics, dentures, occlusional reconstruction, or for crowns or inlays.

Transplants
All solid human organ and bone marrow/stem cell transplants must be certified as medically
necessary by CareAllies/Intracorp and are subject to the following provisions:
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* The condition requiring the transplant is life-threatening;

= The transplant for the condition is the subject of an ongoing phase III clinical trial or has been
approved by US Food and Drug Administration;

= The procedure follows a written protocol that has been reviewed and approved by an
institutional review board, federal agency, or other such organization recognized by medical
specialists who have appropriate expertise; and

= The participant is a suitable candidate for the transplant under the medical protocols used by
CareAllies/Intracorp.

For benefits to be paid at the in-network benefit level, the facility where the transplant is
performed must be approved by CareAllies/Intracorp.

Organ Acquisition Coverage

Benefits are provided for surgical, storage, and transportation expenses incurred and directly
related to the donation of an organ or bone marrow/stem cell used in a covered transplant
procedure. If any organ or bone marrow/stem cell is sold rather than donated to the participant, no
benefits will be payable for the purchase price. Costs related to evaluation and procurement are
covered.

Travel Expenses Related to Transplant

Transportation costs of the transplant recipient and one other person to and from the surgery site,
as well as reasonable and necessary cost of meals and lodging for the accompanying person, are
covered. Ifthe recipient is a minor, reasonable and necessary expenses for the transportation,
meals, and lodging of two other accompanying persons are covered.

Only those travel expenses incurred at the time of the transplant surgery are eligible for
reimbursement. Travel expenses incurred as a result of pre-operative and post-operative services
are not eligible for reimbursement. The Plan will only reimburse actual travel expenses supported
by dated receipts. The amount of reimbursement will not exceed $10,000 for any single transplant
episode.

Living Donor Coverage
The following chart summarizes when benefits are available for an organ or bone marrow/stem
cell transplant from a living donor:

If... Then...
Both the recipient and the donor are | Regular contract benefits provided to the
Plan participants... donor will be applied against the recipient’s

lifetime maximum.

Only the recipient is a Plan The donor is entitled to regular plan benefits,
participant... but only to the extent coverage is not
provided by another health care plan.
Benefits provided to the donor will be
charged against the recipient’s lifetime
maximum.

When only the donor is a Plan No benefits are provided.

participant...
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Benefits for the following services are provided to the donor:

o Search for matching bone marrow, or organ;

o Transportation to and from the surgery site;

° Organ or bone marrow/stem cell removal, withdrawal, and preservation; and
hospitalization.

If benefits are approved, reimbursement for covered organ and bone marrow/stem cell transplants
will be the same as other covered medical expenses.

Well-Child Care

Benefits are provided for well-child care services for covered dependents up to age 18. All
benefits are subject to the individual calendar year deductible for Select Coverage and family
calendar year deductible for Base Coverage. Benefits are only provided when a participating
provider renders services.

Well-newborn nursery care while a newborn is hospital-confined after birth is covered at 100%.
Well-newborn nursery care includes room, board, and other normal care provided for which a
participating hospital or physician makes a charge. Also, well-child physician office visits and
certain diagnostic tests are covered at 100%. Immunizations are covered at 80%.

A list of covered wellness/preventive services can be found at the Plan’s web site,
http://knowyourbenefits.dfa.state.ms.us or can be obtained by calling Blue Cross & Blue Shield of
MS.

Wellness/Preventive Coverage for Adults

Wellness/preventive services for participants, ages 18 and older, are limited to a maximum
benefit of $250 annually. If a participant completes a Health Risk Assessment (HRA) on or after
January 1, 2007, he will be eligible for an additional $50 to be applied toward wellness/preventive
services. The HRA can be found at the Plan’s web site. Benefits will be provided at 100% of the
allowable charge, for office visits and certain diagnostic tests as defined by the Plan. The
diagnostic tests are based on age and gender. These services are not subject to the calendar year
deductible.

A list of the covered wellness/preventive services can be found at the Plan’s web site,
http://knowyourbenefits.dfa.state.ms.us or can be obtained by calling Blue Cross & Blue Shield.

Benefits are only provided when a participating provider renders services. Unused benefit
amounts do not carry over into subsequent years.

Wound Vacuum Assisted Closure

Benefits are provided for Wound Vacuum Assisted Closure services when prescribed by the
attending physician and certified by CareAllies/Intracorp to be medically necessary prior to
initiation.
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Medical Management and Utilization Review

CareAllies/Intracorp performs medical management services and utilization review for the Plan.

Utilization review is a process to make sure that the care participants receive is medically
necessary, delivered in the most appropriate location, and follows generally accepted medical
standards. Utilization review provides clinical review and certification of the medical necessity of
care. Certification of medical necessity does not guarantee that services are covered. Benefits are
subject to the patient’s eligibility at the time charges are actually incurred, and to all other terms,
conditions, and exclusions of the Plan.

The following services require certification by
CareAllies/Intracorp:

=*Inpatient hospital admission

*Outpatient CAT Scan

*Outpatient MRI Scan

*Private duty and home health nursing services
*Solid organ and bone marrow/stem cell transplants
*Home infusion therapy services

=Skilled Nursing Facility

*Long Term Acute Care Facility

*Hospice Care Services

*Wound Vacuum Assisted Closure

Notification Requirements

It is the participant’s responsibility to make sure that CareAllies/Intracorp is notified in advance of
certain types of medical services. The notification requirements that apply to inpatient hospital
admissions and specified outpatient diagnostic tests are detailed within this section.

Private duty and home health nursing services, solid organ and bone marrow/stem cell transplants,
home infusion therapy services, Skilled Nursing Facility admissions, Long Term Acute Care
Facility admissions, Hospice Care Services, and Wound Vacuum Assisted Closure must be
certified as medically necessary by CareAllies/Intracorp. See the Covered Services section for
more information on these services.

CareAllies/Intracorp must be contacted in advance of any anticipated non-emergency hospital
admission and immediately following an emergency admission by calling 1-800-523-8739.
Failure to comply with notification requirements will result in financial penalties, reduction
of benefits, or denial of benefits.

34



Note: Certification is not required for those participants having Medicare or other primary
coverage, unless the service is not covered by the primary coverage. In this case, the service will
be subject to the certification process.

Certifying a Hospital Admission

For certification review of non-emergency admissions to a hospital or psychiatric or chemical
dependency facility, the participant is required to call CareAllies/Intracorp at 1-800-523-8739 as
soon as he is advised that he may need to be hospitalized. In all cases, the call must be made as
soon as possible but at least 5 days before the admission date. It is the participant’s responsibility
to ensure that notification requirements are met.

Certifying Maternity Care and Hospitalization

There is an exception to the 5-day advance notification rule for maternity care. Because of the
need to ensure that maternity cases receive the proper case management, CareAllies/Intracorp
should be contacted:

= assoon as a pregnancy is confirmed, and no later than the 4th month of pregnancy, and
= within 48 hours of admission for delivery.

CareAllies/Intracorp must also be contacted in the following instances:

= if the newborn requires additional hospital days beyond the mother’s length of stay, or
= if the mother is not a Plan participant but the child will be enrolled in the Plan.

For instructions on adding a newborn as a dependent, see Special Enrollment Period for Newly
Acquired Dependents.

Certifying an Emergency Hospital Admission

CareAllies/Intracorp must be notified within 48 hours of an emergency admission to a hospital. If
the participant is unable to make the call, another party can make the call on the participant’s
behalf. However, it is the participant’s responsibility to ensure that notification requirements are
met.

Notification Requirements For Inpatient Hospital Admissions
Type of Admission Notification Requirement
Non-emergency As soon as possible, but at least 5 days
prior to admission
Maternity Within 48 hours of admission
Emergency Within 48 hours of admission

Weekend and holiday admissions must also be reported within these timeframes.

If the notification requirements are not met and the inpatient admission is later found to be
medically necessary by CareAllies/Intracorp, penalties will be imposed.
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Inpatient Financial Penalties:

Notification Definition Penalty
No Notification that occurs after discharge or | A $500 penalty will be
Notification | when no notice is received by imposed if the inpatient
CareAllies/Intracorp for an inpatient admission is later found to
admission. be medically necessary.
Late Notification that occurs: A $250 penalty will be
Notification = Jess than 5 days prior to the imposed if the inpatient
admission date, but prior to admission is later found to
discharge for a non-emergency be medically necessary.
admission; or,
= 48 hours after admission, but prior
to discharge for an emergency or
maternity admission.

Specified Outpatient Diagnostic Tests
The following outpatient tests require certification by CareAllies/Intracorp prior to services being
rendered:
= CAT Scan — excluding brain and head scans (visual x-ray of soft tissue/bones; specialized
x-ray visualization of the body structures)
=  MRI Scan — excluding brain and head scans (magnetic imaging of body structures)

Notification Requirements for Outpatient Diagnostic Tests
Non-emergency As soon as possible, but at least 48 hours prior to test being
performed
Emergency Within 48 hours of test being performed

If the participant fails to meet the notification requirements, penalties will be imposed if the test is
later found to be medically necessary by CareAllies/Intracorp.

Outpatient Financial Penalty:

Notification Definition Penalty

No Notification | Notification that occurs any time | A $100 penalty will be imposed
notice is given to if the outpatient service is
CareAllies/Intracorp 48 hours deemed medically necessary
after an emergency test is based on retrospective review.
performed or any time after a
non-emergency test is
performed.

Non-Certification of Medical Necessity

If CareAllies/Intracorp determines services are not medically necessary, or are being provided at a
level of care inconsistent with the standard form of managed care environments,
CareAllies/Intracorp will advise the participant and/or the treating physician that coverage cannot
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be guaranteed. No benefits will be provided for any service related to an inpatient hospital
admission or specified outpatient diagnostic test that is determined by CareAllies/Intracorp
(either before or after the admission) to be not medically necessary.

Retrospective Review

If CareAllies/Intracorp is not notified of an inpatient admission or outpatient diagnostic test, a
retrospective review may be performed. A retrospective review may be performed when
CareAllies/Intracorp is contacted after discharge from an inpatient admission or 48 or more hours
after a specified outpatient diagnostic test was performed.

Medical Case Management

CareAllies/Intracorp may perform medical case management for those participants who have a
complicated, catastrophic, or chronic condition. Through medical case management,
CareAllies/Intracorp may elect to (but is not required to) extend covered benefits beyond the
benefit limitations and/or cover alternative benefits for cost-effective health care services and
supplies that are not otherwise covered under the Plan. The decision to provide extended or
alternative benefits is made on a case-by-case basis to participants who meet CareAllies/Intracorp
criteria.

Smart Steps, a Disease State Management Program

Plan participants with certain chronic conditions are enrolled in a disease state management
program called Smart Steps, administered by CareAllies/Intracorp. Smart Steps is voluntary,
completely confidential, and provided at no cost to participants.

Smart Steps provides help, support, and education for participants living with:
Cardiac Disease Diabetes

Asthma Low Back Pain
Chronic Obstructive Pulmonary Disease (COPD) Hepatitis C
Acid-related Disorders Atrial Fibrillation
Decubitus Ulcer Fibromyalgia
Inflammatory Bowel Syndrome Osteoarthritis
Irritabable Bowel Syndrome Osteoporosis
Urinary Incontinence

Special features of the Smart Steps program include:

n A Personal Care Specialist, who is a disease state management nurse, is assigned to the
participant

Personalized counseling about the participant’s specific health condition

Helping the participant achieve health goals

An individualized care plan about nutrition, exercise, and other areas

Educational materials
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[ Access to community resources
n Access to recorded information on more than 700 health and medical topics

The program does not replace care provided by the participant’s physician. The Personal Care
Specialist will work with the participant’s physician to coordinate care. For information on the
Smart Steps program or to stop participation in the program, contact CareAllies/Intracorp at 1-
800-523-8739.
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Limitations and Exclusions

In addition to the benefit limitations and exclusions discussed elsewhere in this Plan Document,

the following are either limited or not covered by the Plan.

Abortion

Not covered, unless documented to be medically
necessary to preserve the life or physical health of the
mother.

Acupuncture/Biofeedback

Not covered.

Allowable Charge

Charges exceeding the allowable charge are not covered.

Assistant at surgery

Not covered, unless services are rendered by a
physician.

Blood

The first three (3) pints of blood used during each
inpatient admission or outpatient service are not
covered.

Canceled or Missed
Appointments

Not covered.

Charity Hospital, Public
Mental Institution,

Services for which the participant has no legal
obligation to pay or for which no charge would be made

Sanatorium if the participant had no health insurance coverage are
not covered.

Chelation Therapy Not covered, except for treatment of acute heavy metal
poisoning.

Coding Charges resulting from inappropriate coding, as

determined by Blue Cross & Blue Shield are not
covered.

Convalescent, Custodial, or
Domiciliary care

Not covered, including companions and sitters.

Co-payments, Coinsurance,
Deductibles

Not covered.

Cosmetic Services

Not covered, except for correction of defects incurred by
a participant while covered under the Plan through
traumatic injury or disease requiring surgery.

Counseling

Sex therapy and marriage or family counseling are not
covered.

Coverage Effective Dates

Services or supplies provided before coverage becomes
effective or after coverage ends are not covered.

Dental Services

Not covered, except when services are provided due to
an accidental injury to sound natural teeth which occurs
while the participant is covered by the Plan or as a direct
result of a disease covered by the Plan.
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Dental Services (hospital or
ambulatory surgical facility
services and anesthesia)

Hospital services and supplies for dental care and
treatment and dental or oral surgery are not covered
unless the inpatient hospital stay is determined
medically necessary by CareAllies/Intracorp. Outpatient
hospital, ambulatory surgical facility, or anesthesia
services are not covered unless determined medically
necessary by Blue Cross & Blue Shield.

Diabetic Self-management

Outpatient diabetic self-management training/education

and medical nutrition therapy are not covered, except as

provided through the disease state management program
of the Plan.

Educational Training

Educational training or cognitive therapy is not covered
unless otherwise specified in this Plan Document.

Equipment

Equipment that has a non-therapeutic use (such as
humidifiers, air conditioners or filters, whirlpools, wigs,
vacuum cleaners, fitness supplies, etc.) is not covered.

Experimental/Investigational

Experimental/investigational treatments, procedures,
facilities, equipment, and supplies are not covered, as
determined by Blue Cross & Blue Shield or
CareAllies/Intracorp.

Eye Examinations

Routine eye examinations, eyeglasses, or contact lenses
or fittings for them are not covered.

Foot Care

Palliative or cosmetic foot care is not covered.

Gene Manipulation Therapy

Not covered.

Genetic Testing or Counseling

Not covered.

Government Agency

Services or supplies provided by the U.S. or any other
government agency, at no charge to the patient, are not
covered.

Hair Loss

Services and supplies for the treatment of hair loss are
not covered.

Hearing Examinations and
Hearing Aids

Not covered.

Holistic Therapies

Not covered.

Hypnosis

Not covered.

Infertility Treatment,
Artificial Insemination,
Intrauterine Insemination,
In-vitro Fertilization, or
Reversal of Sterilization

Not covered.

Luxury, Deluxe, or
Convenience Items

Not covered.

Massage Therapy Not covered.

Maternity Benefits Charges or expenses related to the pregnancy of a
dependent other than the spouse are not covered.

Medical Records Fees for medical records and claim filing are not

covered.
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Medicare Covered Services

Not covered to the extent that charges for such services
or supplies are paid or payable under Medicare, whether
or not the participant has such Medicare coverage,
whether or not Medicare benefits are claimed or
received, or whether or not the participant has elected to
obtain such Medicare coverage if eligible.

Mental Health Services

Not covered when the primary diagnosis is substance
abuse, alcohol abuse, drug abuse, or a combination of
alcohol and drug abuse.

Military Service Connected
Injury/Illness

Not covered, except in those cases where enforcement
would be prohibited by law.

Not Medically Necessary

Not covered.

Nursing Home, Extended
Care, or Personal Care
Facility

Not covered.

Obesity Treatment or Weight
Loss Therapies

Not covered, regardless of any claim of medical
necessity, degree of obesity or clinical diagnosis.

Pre-existing Conditions

Not covered.

Refractive Eye Surgery

Not covered.

Rehabilitation Services

Not covered, unless otherwise specified in this Plan
Document.

Related Provider

Services rendered by a provider (physician or other
provider) who is related to the participant by blood or
marriage or who regularly resides in the participant’s
household are not covered.

Residential Treatment Facility

Not covered.

Retainer Fees

Fees paid for the purpose of retaining the services of a
health care provider are not covered.

Scope of License

Services rendered by a physician or other provider not
practicing within the scope of his license at the time and
place service is rendered are not covered.

Services Not Specifically
Included as Benefits

Not covered.

Sex Transformations

Not covered.

Sexual Dysfunction

Services for sexual function, sexual dysfunction, or
inadequacies not related to organic disease are not
covered.

Smoking Cessation Programs

Not covered.

Speech Therapy

Not covered when services are provided for maintenance
speech, delayed language development, articulation
disorders, learning disabilities, attention disorders,
psychosocial speech delay, behavioral problems,
conceptual handicap, mental retardation, stammering, or
stuttering.

Telephone Consultations

Not covered.
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Therapy Services

Primal therapy, rolfing, psychodrama, megavitamin
therapy, bioenergetic therapy, aromatherapy, colonic
irrigation, reflexology, vision perception training, and
carbon dioxide therapy, and related therapies are not
covered.

Third Party Liability

Services related to an injury which occurs due to the
wrongful act or omission of another party for which that
party or some other party makes settlement or is legally
responsible is not covered. However, if the participant is
unable to recover from the responsible party, benefits of
this Plan will be provided.

Travel

Not covered, except as provided under transplant
benefits.

Visual or opthoptic training

Not covered.

War

Services rendered for diseases contracted or injuries
sustained as a result of war, declared or undeclared, or
any act of war are not covered.

Workers’ Compensation
Employer Liability Law

Services related to any injury or illness arising out of or
in the course of employment entitling the participant to
benefits under any Workers’ Compensation or Employer
Liability Law are not covered.
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Prescription Drug Program

This section does not apply to Medicare eligible retirees, Medicare eligible surviving spouses,
and Medicare eligible dependents of retirees and surviving spouses.

The Plan includes a co-payment program for prescription drugs. This section summarizes the
details of the program and how it works. An enrollee must elect health insurance coverage in
order to participate in the prescription drug program. Refer to the sections on Base Coverage and
Select Coverage for information on deductibles.

To be covered under the Plan, prescription drugs must be:

= Prescribed by a physician,
= Dispensed by a licensed pharmacist, and
* Found to be medically necessary for the treatment of the participant’s illness or injury.

Participants may purchase medically necessary prescription drugs at participating retail
pharmacies, through the Walgreens Healthcare Plus mail order service, or through the dedicated
specialty pharmacy program. Coverage for prescription drugs purchased at a retail pharmacy or
through the mail order service is limited to a 90-day supply. Coverage for prescription drugs
purchased through the specialty pharmacy program is limited to a 30-day supply.

Pharmacy Benefit Manager
Catalyst Rx is the pharmacy benefit manager for the prescription drug program. Catalyst Rx is
responsible for:

* Managing the prescription drug mail order program,

= Negotiating with pharmaceutical manufacturers,

= Developing and maintaining a network of participating pharmacies,

= Developing a list of preferred drugs,

* Processing prescription claims from participating pharmacies, and

* Processing prescription claims when a participant files a paper claim.

When a prescription drug is purchased at a participating retail pharmacy, the participant is only
required to pay the appropriate co-payment amount (after the applicable deductible is met) or the
cost of the drug, whichever is less. There is no claim form to file. When a prescription drug is
purchased at a non-participating pharmacy, the participant must file a claim with Catalyst Rx.
Payment of the claim will be made based upon the Plan’s allowable charge. The participant is
responsible for any amount in excess of the allowable charge, plus the applicable deductible
and/or co-payment.
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Catalyst Rx Customer Service

Catalyst Rx is available 24 hours a day, 7 days a week to provide assistance to Plan participants.
If a participant should experience a problem having a prescription filled or have a question
regarding coverage, he may contact Catalyst Rx at 1-866-757-7839.

Co-Payments
Prescription drug co-payments for retail pharmacies and the mail order service are as follows:

Retail Pharmacies Mail Order
Prescription 1-30 Day 31-60 Day 61-90 Day 90 Day Supply
Drug Type Supply Supply Supply (or less)
Generic Drug $13 $26 $39 $26
Preferred $33 $66 $99 $66
Brand Drug
Other/Non- $55 $110 $165 $110
Preferred
Drug
(no generic
equivalent)

In most instances, when a generic drug is available and the participant purchases the brand name
drug, the participant will pay the difference in the cost of the brand name drug and the generic
drug, plus the generic co-payment amount.

Based on the cost of some generic drugs, co-payment other than the generic co-payment may
apply.

NOTE: Participants in Base Coverage will be charged the full allowable charge for each 30 day
supply until the annual deductible is met.

Generic Drugs

Typically, generic drugs cost less than equivalent brand-name drugs. Because the generic drug co-
payment is less, participants save money when purchasing generic drugs. Participants are
encouraged to use generic drugs whenever allowed by their physician. To be covered by the Plan,
a generic drug must:

= Contain the same active ingredients as the brand-name drug (inactive ingredients may
vary);

= Be identical in strength, form of dosage, and the way it is taken;

= Demonstrate bio-equivalence with the brand-name drug; and

* Have the same indications, dosage recommendations, and other label instructions (unless
protected by patent or otherwise exclusive to the brand-name).
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Preferred Brand Drugs

A list of preferred brand drugs is maintained by Catalyst Rx. Preferred drugs are chosen based on
their clinical appropriateness and cost effectiveness. Catalyst Rx has the right to add drugs to the
list at any time. Deletions will only occur on an annual basis. A copy of the list can be obtained
by contacting Catalyst Rx directly or through the Plan’s web site at
http://knowyourbenefits.dfa.state.ms.us.

Mail Order Service
Plan participants can enjoy the convenience of home delivery by using Catalyst Rx’s mail order
service provided in partnership with Walgreens Healthcare Plus.

In order to participate in the mail order program, participants must register as a first time
Walgreens mail service user. Registering with Walgreens Healthcare Plus will establish your
health, allergy, and plan information.

3 Steps to Enroll in the Mail Order Service

e (Call your physician and obtain a new 90-day prescription.
e Complete the Walgreens Healthcare Plus Registration & Prescription Order Form
(available at http://knowyourbenefits.dfa.state.ms.us)
o Initial registration can be completed through
= www.walgreensmail.com or
= by calling 1-866-827-9480 or
= by printing the form and mailing to Walgreens
o Prescription Order Form can be:
= faxed to Walgreens by the physician’s office or
= mailed to Walgreens by the participant
e Order your refill 7-10 days before your supply runs out. This will allow ample time for
shipping and delivery of your order.

Some Helpful Tips When Using The Mail Order Service

= Verify the deductible and/or co-payment amount by calling Catalyst Rx at 1-866-
757-7839.

= Make sure the prescription is written for a 90-day supply.

= To ensure the order is not held up due to insufficient payment, be sure to provide a
valid credit card number during the registration process. Walgreens will contact
the participant to authorize any co-payment amounts more than $100 above the
expected co-payment before billing the credit card.

= Please allow 7-10 days for your order.

= You may also obtain additional mail order registration forms and prescription
order forms on the Plan’s web site at knowyourbenefits.dfa.state.ms.us

A prescription submitted to the mail order service for less than a 90-day supply will be charged
the same co-payment as for an entire 90-day supply. Catalyst Rx has the right to stop mail order
service if an enrollee carries a delinquent balance on his account.
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A mail order co-payment will be applied to each unit for any covered drug or medical item that
requires a specific co-payment per unit or vial, such as insulin.

Walgreens Healthcare Plus can be contacted by calling 1-866-827-9480.

Prior Authorization

Certain prescription drugs require prior approval. The prescribing physician must contact Catalyst
Rx at 1-866-757-7839 for prior authorization. The physician must provide appropriate
documentation of medical necessity. Only the physician can request prior authorization approval.

Examples of prescription drugs requiring prior authorization include, but are not limited to:
e medications for treating acne,

certain medications for arthritis,

anabolic steroids,

medications for male impotency, and

growth hormones for persons age 21 or older.

The quantity of some prescription drugs may be limited based on medical necessity. Some
prescription drugs are indicated only for a specific therapeutic period or in certain amounts. If the
quantity of a covered prescription drug, as prescribed by the physician, is not approved by Catalyst
Rx, the physician must contact Catalyst Rx for prior approval of additional quantities. Approval
will require appropriate documentation of medical necessity.

The fact that a physician has prescribed, ordered, recommended, or approved a prescription drug,

does not, in itself, make the prescription drug medically necessary for purposes of coverage under
the Plan.

Step Therapy

Some prescription drugs require step therapy. Step therapy is a process that optimizes rational
drug therapy while controlling costs by defining how and when a particular drug or drug class
should be used based on a patient’s drug history. Step therapy requires the use of one or more
prerequisite drugs that meet specific conditions prior to the use of another drug or drugs.

Early Refills

There are some circumstances when a participant will be allowed to obtain an early refill of a
prescription drug for purposes such as going on vacation, for a dosage change during the course of
a treatment, or for lost or destroyed medication. The participant’s pharmacist may contact
Catalyst Rx to obtain authorization for an early refill or advance supply of a medication. Early
refills are limited to two refills per medication per year.
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Walgreens Specialty Pharmacy Program

Catalyst Rx has partnered with Walgreens Specialty Pharmacy to provide a dedicated specialty
pharmacy program for participants who are receiving specialty medications. Through the Catalyst
Rx/Walgreens program, participants will enjoy increased convenience through the availability of
specialty prescription pickup at more than 4,000 retail Walgreens stores, at the physician’s office,
or via home delivery mail service. The participant will pay a $30 co-pay for each 30 day supply
subject to the applicable deductible. For additional information, please contact 1-888-782-8443

Walgreens Specialty Pharmacy Program provides medications for many chronic conditions,
including the following:

Multiple Sclerosis Rheumatoid Arthritis
Gaucher’s Disease Cystic Fibrosis

Hepatitis C Anemia

Respiratory Syncytial Virus Growth Hormone Deficiency
Crohn’s Disease Neutropenia

Pulmonary Hypertension

Limited Distribution Drugs

Limited distribution drugs are only available through select specialty providers as determined by
the drug manufacturer. Access to limited distribution drugs is available through other specialty
providers in the Catalyst Rx Specialty Management Program. For assistance with obtaining a
limited distribution drug and with locating an approved distributor, contact Catalyst Rx at 1-866-
757-7839.

Diabetic Sense
To help meet the needs of members with diabetes, Catalyst Rx offers the Diabetic Sense program.
To enroll or learn more, please contact Diabetic Sense at 1-877-852-3512.

Some of the benefits of the Diabetic Sense program are:

° Free blood glucose meters as provided through Diabetic Sense

° Participants receive a 90-day supply of diabetic supplies for 2 generic copayments
through mail

° Educational materials

° Access to certified diabetes educators and registered pharmacists

Coordination of Benefits

When a participant has other health insurance coverage which is primary, a claim may be filed for
secondary coverage under the Plan. To file a claim, a copy of the explanation of benefits from the
primary insurance carrier along with a copy of the receipt from the pharmacy must be attached to a
Direct Member Reimbursement (DMR) form. The form may be obtained from Catalyst Rx. The
claim is processed by Catalyst Rx and reimbursement is made to the enrollee based upon the
Plan’s allowable charge, less the amount paid by the primary carrier, less the applicable co-
payment for that prescription drug.
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Covered Drugs
The following types of drugs and medical items are covered by the Plan.

Covered Drug Limitations/Requirements
= Legend Drugs and Legend Federal law requires these drugs be
Contraceptives dispensed by prescription only

Compounded medication

At least one ingredient must be a Legend
Drug

Disposable blood/urine
glucose/acetone testing agents

1 Generic co-payment per 30 day supply

Disposable insulin needles/syringes

1 Generic co-payment per 30 day supply

Glucagon

1 Preferred brand drug co-payment per
each single unit

Insulin

1 Generic co-payment per 30 day supply

Lancets

1 Generic co-payment per 30 day supply

Growth hormones

For individuals through the age of 20 years

What Drugs Are Not Covered?
The following drugs and medical items are not covered under the prescription drug program:

Anabolic steroids for muscle enhancement
Anorectics [any drug used for the purpose
of weight loss]

Anti-wrinkle agents

Charges for administration or injection of
any drug

Dietary supplements

Fluoride supplements

Hematinics

Impotency medications, unless related to
organic disease

Infertility medications

Minerals

Medications for the termination of
pregnancy (abortifacients)

Any medication not proven effective in
general medical practice

Investigative drugs and drugs used other
than for the FDA approved diagnosis
Immunizations for prevention of infectious
diseases (e.g., measles, polio, flu, etc.)
except through medical coverage

Drugs prescribed by a provider not acting
within the scope of his license

Drugs furnished at no cost to the patient by
the local, state, or federal government
More than the recommended daily dosage
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Drugs that do not require a written
prescription

Medications for the treatment of alopecia
Non-legend drugs other than those listed as
covered

Pigmenting/de-pigmenting agents

Drugs used for cosmetic purposes
Smoking deterrent medications containing
nicotine or any other smoking cessation
aids, all dosage forms

Therapeutic devices or appliances,
including needles, syringes, support
garments, and other non-medicinal
substances, regardless of intended use,
except those listed as covered above (some
of these items may be covered under the
Plan’s medical benefits)

Vitamins, singly or in combination (except
legend prenatal vitamins)

Prescription drugs that have an equivalent
product available over the counter

Refills in excess of the number specified
by the physician or any refills dispensed
more than one year after the date of
physician’s original prescription.

Drugs paid for any Workers’
Compensation coverage

Drugs considered not medically necessary



Retiree Eligibility and Medical Coverage

Retiree Eligibility
To be eligible for retiree health coverage under the Plan, an active employee must be enrolled in
the Plan on the day before the effective date of retirement and:

Participate in a retirement plan approved by the Mississippi Public Employees’ Retirement
System (PERS),

Participate in the State and School Employees' Health Insurance Plan for 4 years or more
(unless retiring due to work-related disability),

and

Have at least 25 or more years of creditable service, or

Be at least age 60 with 4 or more years of creditable service, or

Be age 45 with 20 or more years of service if retiring from the Mississippi Highway Safety
Patrol, or

Be approved for disability retirement benefits by PERS, or

Be an elected state or district official who does not run for reelection or who is defeated.

Note: Refer to the Group Term Life Insurance section for information on applying for life
insurance coverage as a retiring employee or totally disabled employee.

Retiree Enrollment

An employee must apply for retiree coverage at least 31 days prior to their retirement date to avoid
a temporary lapse in coverage. The Application for Coverage form must be received within 31
days of losing coverage as an employee. Ifthe form is received more than 31 days after coverage
as an employee has terminated, the right to continue medical coverage as a retiree will be
forfeited. The effective date of the retiree coverage will be the first day of the month following
termination as an active employee.

Retiree Coverage Checklist
Be sure to complete the following checklist to enroll for retiree health and life benefits:
v Complete a health insurance Application for Coverage form and a life

v’ Submit Ist month’s premium made payable to the State/School Insurance Fund
v
v’ Submit copy of PERS disability approval letter (if applicable)

This information must be returned to the employee’s Human Resources office 31 days

prior to the retirement date.

Reminder: If you or your spouse is eligible for Medicare, contact your local Social
Security Administration office to enroll in Parts A, B, and D of Medicare.

insurance Enrollment/Change Request Form

Submit a copy of the final Estimate of Benefits provided by the Public
Employees’ Retirement System (PERS)
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In the event an employee does not enroll for retiree coverage within 31 days of leaving
employment, he may still choose to continue coverage through COBRA any time during the
balance of the COBRA election period. However, once the COBRA election period expires, the
retiree has no option for coverage under the Plan. See specific details regarding COBRA
continuation coverage under Continuing Coverage Under the Plan.

If an employee applies for disability retirement through PERS and is not eligible for service
retirement, the employee must continue coverage under COBRA until disability retirement is
approved in order to continue health insurance coverage under the Plan as a retiree. If disability
retirement is approved by PERS, an enrollee must complete an Application for Coverage form
within 31 days of approval.

Surviving Spouse Eligibility

If a covered retiree or a covered active employee who is eligible to retire dies, his covered
surviving spouse and any covered dependent children may continue coverage under the Plan. The
surviving spouse can be covered for his lifetime, and dependent children may be covered under the
surviving spouse’s coverage until they reach age 19, or 25 if they continue to meet the definition
of a full-time student.

If the retiree or active employee has covered dependent children but not a covered spouse, the
dependent children can continue coverage for up to 36 months under COBRA continuation
coverage. See specific details regarding COBRA continuation coverage and the election period
under Continuing Coverage Under the Plan.

Surviving Spouse Enrollment

To continue coverage under the Plan, the surviving spouse must apply within 60 days of the end of
the month following the employee/retiree’s date of death. An Application for Coverage form can
be obtained by contacting Blue Cross & Blue Shield.

The surviving spouse must return the Application for Coverage form to the Department of Finance
and Administration, Office of Insurance along with all premiums due for the coverage period
beginning at the first of the month following the employee/retiree’s death. Any Application for
Coverage form received by the Department of Finance and Administration, Office of Insurance
more than 60 days from the employee/retiree’s date of death will be returned, and coverage will
not be available.

Cost of Retiree/Surviving Spouse Coverage

The retiree/surviving spouse is responsible for paying 100% of the premium for the coverage
selected for himself and any covered dependent(s). Premiums will be deducted from the retiree’s
retirement annuity check, the surviving spouse’s survivor benefit check, or the retiree/surviving
spouse will be direct billed by Blue Cross & Blue Shield if the check will not cover the cost of the
premium. For direct bill, premium payments are due on the first of each month.
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Open Enrollment

Retirees cannot add dependents during open enrollment. A non-Medicare eligible
retiree/surviving spouse may choose either Base Coverage or Select Coverage during open
enrollment. A retiree/surviving spouse may also apply for High Option for Children at this time,
if covering dependents under the age of 18.

Special Enrollment Periods resulting from loss of coverage
A dependent of a covered retiree/surviving spouse who loses coverage under another health plan
will be eligible to enroll for coverage in the Plan if the following apply:

= The retiree/surviving spouse declined coverage for his dependents when first eligible because
the dependent was covered by other health insurance coverage; and
= The dependent lost other coverage as a result of any of the following qualifying events:
= Divorce.
= The dependent is no longer eligible for coverage. (Loss of coverage due to non-payment
of premiums does not qualify.)
» The employer ceased to contribute toward the cost of the other health plan, and it was
terminated.
* The dependent’s COBRA continuation has run out.

To enroll for coverage under these circumstances, an Application for Coverage form must be
submitted within 60 days of losing coverage under the other plan and appropriate premium
